Background: Family violence (FV) is a global health problem that not only impacts the victim, but the family unit, local community and society at large.
INTRODUCTION
Family violence (FV) is a common problem worldwide that affects people of all socioeconomic backgrounds, educational levels and gender, yet is invisible to most healthcare providers.
1,2 FV includes intimate partner violence (IPV), child maltreatment, elder abuse and assault by extended family members. As the family model in Mozambique includes extensive family units (children, parents, in-laws, grandparents, aunts and uncles and cousins), FV in the larger sense can include extended family members as assailants. It not only negatively impacts the victims, but also the victims' families, including children and adolescents and the community at large. FV, as defined by this study, is any act or conduct that causes death, injury or physical, sexual or psychological suffering between members of a given household or community united by family ties. 3 In IPV, over half the time physical abuse is accompanied by psychological abuse and sexual assault. 4 IPV and sexual violence can lead to a wide array of long-term physical, mental and sexual health problems, as well as unwanted pregnancy or sexually transmitted diseases including the Human Immunodeficiency Virus infection. [5] [6] [7] [8] IPV has been associated with higher rates of suicide, drug abuse and alcohol and psychological distress. 8 Child maltreatment, in 2002, caused an estimated 31,000 deaths attributed to child homicide among children less than 15-years-old. 9 Global estimates of child homicide suggest that infants and very young children are at the greatest risk; the 0-4 year age group has a rate more than double those for 5 to14-year-olds. 9 Elder abuse, which can take many formsincluding physical, psychological and sexual abuse, financial exploitation, neglect and self-neglect, medication abuse or abandonment -is a topic of growing concern, as the global population of older people is predicted to triple by 2050. 10, 11 In different parts of the world, many victims of violence perceive their abuse as a cultural or religious norm that is reinforced by prejudice and discrimination. 12 One study found 70% of men and 90% of women believed that beating of a woman to be justified in certain circumstances. 13 Many times women cannot seek healthcare without the knowledge or permission of their spouses or male relatives.
14 FV victims are often subject to strict controls on their mobility and their ability to seek care. Violence occurs in cycles, repetitively progressing until victims require outpatient and hospital services. 15 Despite requiring frequent care, FV is difficult to diagnose as many patients do not routinely disclose violence and may have sequelae from long-term abuse. For many victims of FV, health services constitute the only place to seek support. 16 It is common for victims of sexual violence to seek medical assistance, without having made a complaint to the police, 17 , 18 although many do not seek medical care either. Therefore, healthcare professionals play a key role in detecting and treating FV victims and in preventing further episodes of violence.
14 After a victim seeks help from a health institution, his or her reception there is crucial; an indifferent or hostile reaction increases the feeling of isolation, and the victim would be unlikely to bring up the topic again. A lack of confidentiality can be particularly devastating, especially since violence disclosure is rare without direct questioning. Quality of care is the degree to which the needs, expectations and standards of care of patients have been met. This can be evaluated through efficiency, effectiveness and appropriate supportive relationship between professionals and health system users. 19 Actions that threaten the effectiveness of healthcare include: delay to care, inappropriate treatment, intimidation, verbal abuse, threats and perceived nontreatment. 20 Difficulty in diagnostics, treatment and follow up can lead victims to be non-compliant with recommendations, thus possibly causing permanent physical and psychological sequelae with concomitant socioeconomic implications that could be avoided or reduced. 21 The objective of this study is to quantitatively evaluate the treatments (diagnostic testing, therapies and acute interventions), and follow up provided to patients presenting with FV-related injuries. In addition, we sought to qualitatively evaluate barriers to victim self-disclosure of FV of those who presented to three health centers in Mozambique. In evaluating the care of FV victims, we studied three indicators: time to treatment, diagnostic testing and treatment provided, and the follow up recommended, all of which were reported by patient survey participants. We qualitatively asked these victims about their experience in seeking care at the health facilities.
METHODS
This survey study of a convenience sample was performed during August and September 2007, at three health centers in Mozambique. If a patient self-disclosed as the etiology of an injury, research personnel were informed and approached the possible participant regardless of the victim's age, sex and type of injury. Study staff were present to enroll patients and collect data at each of the three participating hospital emergency departments 24 hours a day, seven days a week during August and September 2007. The international collaborator's institutional review board and the local ethics review committee both approved this study prior to data collection.
Setting
Mozambique is located on the southern portion of the eastern coast of Africa. It has over 22 million inhabitants, of whom 48% are male and 37% live in urban areas. 22 Portuguese is the national language, yet is spoken by only 27% of the population and often coexists with various tribal languages. 22 Mozambique has a young population with 44% under the age of 15, and a life expectancy of 46.7 years. 23, 24 Maputo, the capitol, is located in Maputo province with approximately two million inhabitants. 25 We chose three hospitals representing different levels of capacity within Maputo Province. Hospital Central de Maputo (HCM), a national quaternary referral hospital, Hospital General Jose Macamo (HGJM), a secondary referral center, and the Center for Health Maxaquene (CH), a primary care health center were chosen as a representative sampling of the main three levels of health centers within the city of Maputo.
Preparation
The principal investigator (PI) chose nurses and health workers who worked at each of the three study sites for further training. Each potential interviewer underwent four hours of initial research and interviewing training, had introductory sessions on the survey instrument, and then gained experience with the survey instrument during pilot testing at a separate healthcare facility under the PI's supervision. We made final improvements to the survey questionnaire and chose final interviewers from those trained, based on interview ability, hospital staffing needs and internal validity on these trial interviews.
Instrument
The two-page survey questionnaire by the PI included multiple choice, yes/no and short answers format questions (available from authors on request). Demographic information, information on the perpetrator and diagnostic and treatment information, including estimate on the time to evaluation, types of treatment required, diagnostics, final diagnoses and follow-up recommendations were collected.
Procedure
Upon identification of a potential participant after selfdisclosure of violence to the triage nurse, research personnel approached the victim after medical stabilization to offer participation in the study. The researcher informed the patient of the study protocol and risks and benefits of participation. Each patient signed an informed consent, or verbally assented with guardian consent if the patient was under 18-yearsold. The questionnaire was verbally administered in a quiet, secluded and safe location once the patient agreed to participate. Qualitative short answer questions responses were transcribed during the interview then coded and translated. Data was entered into SPSS (SPSS, version 13.0) and analyzed for frequencies and percentages. All data were free of patient identifiers and were kept in a secure location to ensure subject confidentiality.
RESULTS
During the study time period 1,206 individuals presented for treatment of assault at the three study facilities, of whom only 216 disclosed the perpetrator of the violence. Of these 216, 92 (42.6%) were injured by members of the same household, fulfilling inclusion criteria. Most FV victims were women (63%), with primary school or less education (84%), who were students or jobless (69%) and mostly between 15 and 34 years of age (76%), while most reported aggressors were the patient's spouse (50%) or parent (12%).
Most patients waited less than 30 minutes (67%) with almost all patients waiting less than one hour (90%). With regard to diagnostic tests, most patients presenting to CH and HGJM did not receive any laboratory or radiograph diagnostics. In contrast, of patients presenting to HCM, 44% received radiographs. In the local Health Center, approximately half of victims did not receive any specific treatment, while at HCM and HGJM only 4% and 17% respectively did not receive any treatment. As displayed in Figure 1 , of the total victims of violence involved in this study approximately 14% were not given further referral or follow up. At the local Health Center, 35% were given a referral and 30% were told they didn't require follow up or referral. In total, almost 10% were transferred to a higher level of care, and 13% received a specialist evaluation. No patients reported referral for psychological care or follow up.
The qualitative survey questions followed three main themes. First, there was a common patient belief that patient reluctance to self-disclose violence could be due to perceptions of lack of physician or health system capacity to assist.
" 
DISCUSSION
We found that time to treatment for almost all FV patients is less than one hour. Since our data was self-reported by patients, we do not know the accuracy of the reported time, but believe this represents an overall satisfaction with the efficiency of care. In most cases in the primary and secondary hospitals no diagnostic tests were performed. Radiographs and laboratory work was performed most commonly by general physicians who most often saw patients at the tertiary hospital MCH.
Of particular concern, not a single patient from our study, after suffering from FV was referred for psychological counseling, social support, or to police for follow up. Many victims of FV and other forms of violence suffer from not only physical injuries but are at high risk for psychological disorders, such as anxiety, depression, antisocial behavior and suicide attempts, especially in female victims. Respondents in our study, regardless of the location of their treatment, indicated that the healthcare professional did not express concern or support that extended beyond physical damage to psychological impact of their victimization.
Perhaps just as concerning was the unanimous patient belief that due to patient volume, physicians focused on physical injuries and not the causes for these injuries. This perceived or actual time pressure leads to under-reporting of FV that can lead to a perceived uncompassionate interaction, and therefore inappropriate follow up and safety or prevention education.
In one study, female victims of IPV identified health professionals as the least able to help in case of aggression by the partner. 21 Yet commonly, patients aren't aware of treatment, referral and support options. To increase reporting, more than three-quarters of the victims suggested that routine questions about violence be incorporated into in the clinical evaluation. 21 There are resources in Mozambique for FV victims, so a missed diagnosis not only perpetuates underreporting but harms the potential future wellness of victims.
A recent qualitative study in neighboring Tanzania found comparable results when surveying healthcare workers' ability to care for FV victims. Their qualitative discussions found four themes on treatment of victims (of which the two that addressed the barriers to identifying violence in the clinical realm closely align with our own), along with the frustration of being caught between encouraging disclosure and lack of support and time pressures associated with large workload and few resources. 26 While this study and ours were done from opposite sides of the patient-provider perspective, these two themes of barrier to diagnostics and care persist.
In some countries, health professionals may refuse to screen for female victims of sexual violence in an attempt to avoid having to testify in court.
14 Moreover, at times existing legislation prevents doctors from seeing women who were raped or beaten without authorization from the courts or police. In Zimbabwe, a woman who has been raped may have to wait three or more days for a government medical official, as the authorized physician, to document cases of sexual violence or other aggression, at which point, evidence of a crime might be gone.
14 Policies such as these need to be reexamined, as they cause more harm to the victim and do not benefit the community.
To assist in disclosure and use of support services in Mozambique, this nation has implemented 16 "Women and Children" offices where women can file complaints and obtain services. In conjunction with these facilities, legal assistance agencies have developed, reporting locations where women can request police assistance without their aggressors present. 27 While a significant step forward in protecting victims, these centers suffer from the same insufficient resources that plague the care environment. 27 Other developing countries should consider adopting similar polices, and all countries need to ensure adequate resources for these services.
Ultimately, our study has found that while the treatment of FV victims is timely, the ability of the health system to adequately identify, provide an environment for disclosure and to provide psychological support and follow up is poor. This data will be used to increase education of both healthcare professionals and the population to increase self-referral, disclosure and direct questioning in order to initiate appropriate care. Further studies delineating types and severities of injuries and the benefits of screening versus selfreporting in this setting are warranted.
LIMITATIONS
Our study was based on patients who self-referred for FV. This might have significantly decreased our overall percentage of patients who suffered violence and excluded those who were too severely injured to self-refer. Further selection bias might be seen if those who are likely to self-report are victims with an extensive history of abuse or who desire assistance in leaving the abusive situation. Given limited resources, strict tape-recording and transcribing of qualitative shortanswer questions was not logistically possible. Researchers were trained to transcribe what the victims stated and were available for conference during the coding and data analysis portion.
CONCLUSION
While treatment of injuries sustained during FV occurs in a timely manner at health units in Mozambique, the environment for the self-reporting FVand lack of referral suggest a very limited capacity for the health system to address the needs of these victims. Mozambique and other developing health systems would benefit from policies that increase identification, treatment, services and prevention of family violence.
